It has often been noted that patients with the irritable bowel syndrome may suffer from depression, the prevalence varying widely from 9%1 to 45%.2 Some authors consider irritable bowel syndrome to be an integral part of depression,-5 and it may also be found in up to a third of patients with non-organic abdominal pain.67
Most gastrointestinal outpatients do not have identifiable organic illness and suffer from functional disorders such as irritable bowel syndrome and chronic non-organic abdominal pain8'0 but in two large published series the proportion of patients diagnosed as being depressed was 2-5% and 0%. 9 10 If there is a connection between depression and these disorders, depression should be commoner in gastrointestinal outpatients. Specially constructed research interviews with patients in a gastrointestinal clinic have revealed a psychiatric diagnosis in almost half the patients," but without such psychiatric screening, physicians miss the diagnosis of depression in half their affected outpatients. 12 Several questionnaires of psychiatric symptoms are available, of which the Beck Depression Inventory'3 has been recommended for screening in general Address for correspondence: Dr P M Smith, Llandough Hospital, Penarth, S Glamorgan. Received for publication 17 January 1986. practice14 and has been modified to a short selfassessment form, easily completed in a few minutes without supervision. '5 The aims of this study were to use the inventory to establish the number of patients suffering from depression among new referrals to a general medical and gastrointestinal clinic and to a general surgical clinic, to determine with what symptoms and conditions depressed patients presented, and to see whether the inventory scores affected the readiness of the clinician to prescribe antidepressants.
Methods

PATIENTS
Consecutive new referrals to a general surgical and to a general medical and gastrointestinal outpatient clinic, with similar waiting lists and held in the same Health Authority area, were asked to fill in the Beck Depression Inventory on arrival. Alternate completed forms were handed to the clinician; the others were retained unseen as controls.
Depression was diagnosed from the inventory score using the criteria of Beck and Beck. Like the result of any other test, the inventory score when abnormal was not always acted upon. Thirteen patients, rated as depressed, did not have antidepressants prescribed. In nine of these the depression was mild; the only patient with severe depression whose inventory score was not acted upon was admitted immediately because of alcoholism.
SURGICAL CLINIC
Of 77 new referrals to a general, predominantly minor, surgical outpatient clinic, 75 (97%) completed the Beck Depression Inventory; the others refused. There were 42 men and 33 women (1M:0-8F) with a mean age of 44-9 years (range 19-83). Sixty one patients (81%) scored less than 5, nine (12%) were rated as mildly, four (5.4%) moderately and one (1.3%) as severely depressed. In two of the depressed patients no organic lesion was found to explain their symptoms but the other had minor lesions susceptible to surgical correction. Only three patients were referred because of abdominal pain or bowel dysfunction. One of these had non-organic pain and was not depressed. The clinical diagnosis of depression was made in another for whom the inventory score was available.
Discussion
This study using a self-assessment questionnaire showed that half the patients attending a general medical and gastrointestinal clinic exhibited some degree of depression, which was severe in approximately 10%. In a similar study using both interview and questionnaire the proportion of patients with a psychiatric diagnosis was of the same order."1 We conclude that the reason why depression has a low prevalence in studies of clinical practice is that it is underdiagnosed. Even in this study undertaken by interested clinicians, only two-thirds of severely depressed patients were diagnosed and treated.
Symptoms of chronic non-organic abdominal pain and irritable bowel syndrome were significantly more common in the depressed group and this supports the findings of Macdonald and Bouchier that a diagnosis of non-organic illness predicted a psychiatric diagnosis on interview by a psychiatrist.1' Our data do not support the often proferred explanation that the symptoms of an as yet undiagnosed organic disease are the cause of a secondary depression in these patients. Organic disease was significantly more likely to be associated with a normal inventory score. Depression was also uncommon in the minor surgical clinic, in which gastrointestinal symptoms and functional disorders were rare but organic problems common.
The results of the study confirm a relationship between irritable bowel syndrome and non-organic abdominal pain, and depression. They are also compatible with both the hypothesis that such symptoms are an integral part of depression,4 5 and the suggestion that psychosocial circumstances drive patients to consult doctors about complaints, which are known to be common in the uncomplaining majority. '6 17 In this connection it is of interest that in many of the depressed patients with organic disease it appeared that the onset of depression in an otherwise stable condition had led to the referral. A similar mechanism may well operate in functional disorders. Life circumstances can be important in determining the course of these disorders. '8 Knowledge of the inventory score appeared to exert an influence on the prescription of antidepressants but not to an extent which satisfied statistical criteria of significance. There was, nevertheless, an educational value as the inventory scores often showed psychopathology in patients in which it was unsuspected by the clinician. It makes sense, as 
